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In	
  order	
  to	
  understand	
  what	
  causes	
  
something,	
  one	
  must	
  first	
  understand	
  

what	
  that	
  thing	
  is.	
  

So	
  what	
  is	
  fatal	
  child	
  maltreatment	
  
and	
  how	
  does	
  it	
  differ	
  from	
  nonfatal	
  

child	
  maltreatment?	
  



General	
  Characteris&cs	
  



First	
  –	
  this	
  is	
  not	
  simple.	
  

There	
  is	
  no	
  simple	
  "e&ology"	
  of	
  fatal	
  child	
  abuse	
  
because	
  fatal	
  child	
  abuse	
  encompasses	
  many	
  
different	
  things	
  (e.g.	
  lack	
  of	
  supervision,	
  ba7ery)	
  
and	
  is	
  caused	
  by	
  many	
  different	
  things	
  (e.g.	
  
stress,	
  caretaker	
  incapacity	
  secondary	
  to	
  drug	
  
use).	
  



Child	
  maltreatment	
  fatali&es	
  are	
  usually	
  
a7ributed	
  to	
  biological	
  parents.	
  

This	
  is	
  the	
  same	
  as	
  other	
  forms	
  of	
  maltreatment.	
  

CM	
  2012	
  



Child	
  Maltreatment	
  fatali&es	
  are	
  
most	
  commonly	
  related	
  to	
  neglect.	
  

This	
  is	
  the	
  same	
  as	
  in	
  nonfatal	
  maltreatment.	
   CM	
  2012	
  



NCANDS	
  does	
  not	
  find	
  a	
  par&cular	
  
caretaker	
  risk	
  factor	
  to	
  be	
  present	
  in	
  

the	
  majority	
  of	
  cases.	
  

CM	
  2012,	
  Exhibit	
  4E	
  

This	
  is	
  the	
  same	
  as	
  in	
  nonfatal	
  maltreatment.	
  	
  
Es7mates	
  vary	
  widely,	
  some	
  es7mates	
  are	
  double	
  
the	
  above	
  figures	
  (Sheldon-­‐Sherman,	
  2013)	
  



Child	
  maltreatment	
  fatali&es	
  
happen	
  to	
  very	
  young	
  kids.	
  

Age	
   Percentage	
  of	
  all	
  Fatali0es	
  
(CM	
  2012)	
  

>1	
   44%	
  

1	
   15%	
  

2	
   10%	
  

3	
   7%	
  

4	
   5%	
  

5-­‐17	
   17%	
  

This	
  is	
  different	
  from	
  other	
  forms	
  of	
  maltreatment,	
  
which	
  oEen	
  happen	
  to	
  considerably	
  older	
  kids	
  



Child	
  maltreatment	
  fatali&es	
  are	
  
o`en	
  mul&-­‐type.	
  

This	
  is	
  the	
  more	
  common	
  than	
  in	
  nonfatal	
  maltreatment.	
  



Fortunately,	
  Fatal	
  Child	
  Maltreatment	
  
is	
  Rare.	
  

NCANDS	
  Data	
  from	
  Child	
  Maltreatment	
  2012:	
  

Total	
  Children:	
  	
   	
   	
   	
   	
  75	
  Million	
  

Total	
  CPS	
  Reports: 	
   	
   	
  	
  	
  6	
  Million	
  

Total	
  Screened	
  in	
  Reports: 	
   	
  	
  	
  4	
  Million	
  

Total	
  Substan&ated: 	
   	
   	
  	
  	
  700,000	
  

Maltreatment	
  Fatali&es 	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  1,600	
  



NIS	
  Data	
  (Es&mates)	
  

“Endangerment”	
  standard:	
  	
  	
  	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  3	
  Million	
  
“Harm”	
  standard:	
   	
   	
   	
  	
  	
  1.25	
  Million	
  

Fatally	
  Maltreated: 	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  2,400	
  



Child	
  Maltreatment	
  2012	
  Es&mates	
  





Summary	
  

Fatali&es	
  are:	
  

•  Mostly	
  or	
  largely	
  due	
  to	
  neglect.	
  

•  Mostly	
  very	
  young	
  children	
  (<	
  2	
  years	
  old)	
  

•  Very	
  rare.	
  	
  They	
  are	
  even	
  very	
  rare	
  compared	
  to	
  the	
  subset	
  
of	
  children	
  with	
  substan&ated	
  (NCANDS)	
  or	
  “Harm	
  
Standard”	
  (NIS)	
  maltreatment.	
  	
  In	
  other	
  words,	
  even	
  if	
  you	
  
gather	
  together	
  all	
  children	
  we	
  know	
  to	
  be	
  maltreated,	
  you	
  
will	
  s&ll	
  have	
  to	
  si`	
  through	
  a	
  lot	
  of	
  kids	
  to	
  find	
  those	
  who	
  
will	
  be/are	
  actually	
  fatally	
  maltreated.	
  



So	
  if	
  that’s	
  what	
  fatal	
  child	
  
maltreatment	
  looks	
  like,	
  what	
  do	
  
we	
  think	
  causes	
  it	
  or	
  is	
  associated	
  

with	
  it?	
  



Theory	
  

The	
  most	
  well	
  known	
  theories	
  a7emp&ng	
  to	
  
explain	
  the	
  e&ology	
  of	
  maltreatment	
  or	
  fatal	
  
maltreatment	
  have	
  concerned	
  themselves	
  with	
  
the	
  roles	
  of	
  psychological	
  constructs	
  (e.g.	
  stress/
coping,	
  social	
  learning),	
  dyadic	
  issues	
  
(a7achment)	
  and	
  environment	
  (community	
  
cohesiveness	
  or	
  poverty)	
  .	
  	
  We	
  have	
  yet	
  to	
  
develop	
  a	
  well-­‐specified	
  theory	
  that	
  can	
  explain	
  
large	
  amounts	
  of	
  variability	
  across	
  the	
  en&re	
  
popula&on.	
  

S&th…	
  2009;	
  Jonson-­‐Reid…	
  2009,	
  Sheldon-­‐Sherman,	
  2013	
  



Causal/Associated	
  Factors	
  
The	
  same	
  general	
  factors	
  seem	
  to	
  apply	
  to	
  (1)child	
  
abuse	
  in	
  general,	
  (2)fatal	
  child	
  abuse	
  in	
  par&cular,	
  and	
  
(3)	
  to	
  non-­‐maltreatment	
  child	
  fatali&es	
  in	
  general.	
  

Child	
  Issues:	
  
Low	
  Birth	
  Weight,	
  Small	
  for	
  Gesta&onal	
  Age,	
  Behavioral	
  issues,	
  General	
  Health	
  
issues,	
  Specific	
  difficul&es	
  (e.g.	
  insoluble	
  crying	
  for	
  physical	
  abuse).	
  

Familial	
  Issues:	
  
Low	
  Parental	
  Educa&on,	
  poor	
  parental	
  mental	
  health,	
  stress	
  or	
  antudes	
  (e.g.	
  
depression,	
  authoritarianism,	
  inappropriate	
  expecta&ons),	
  family	
  structure	
  (no	
  
father,	
  nonrela&ves	
  present),	
  young	
  parents,	
  social	
  isola&on,	
  	
  crisis	
  events,	
  
parental	
  drug	
  use,	
  parental	
  alcohol	
  use,	
  domes&c	
  violence,	
  Prior	
  maltreatment	
  
reports	
  

Ecological	
  Issues:	
  
Poverty,	
  Isola&on,	
  Community	
  context	
  

See	
  Jonson-­‐Reid…	
  2007;	
  Putnam-­‐Hornstein,	
  2011;	
  
	
  Sheldon-­‐Sherman	
  2013;	
  Black…2001	
  	
  for	
  overview.	
  



However,	
  even	
  if	
  the	
  risk	
  factors	
  are	
  
not	
  different,	
  Cases	
  of	
  fatal	
  child	
  

maltreatment	
  cases	
  do	
  seem	
  to	
  have	
  
more	
  and,	
  perhaps,	
  more	
  serious	
  risk	
  
factors	
  than	
  nonfatal	
  maltreatment	
  or	
  
than	
  fatal	
  non-­‐maltreatment	
  cases.	
  

CM	
  2012;	
  Sheldon-­‐Sherman,	
  2013;	
  NIS-­‐4	
  appendices.	
  



Note:	
  Some	
  risk	
  factors	
  are	
  specific	
  to	
  
par&cular	
  death	
  mechanisms	
  only.	
  

For	
  example,	
  “insoluble	
  crying”	
  has	
  received	
  a	
  
lot	
  of	
  aUen7on	
  as	
  a	
  cause	
  of	
  physical	
  abuse	
  
deaths,	
  including	
  AHT,	
  but	
  is	
  probably	
  not	
  as	
  
important	
  for	
  neglect	
  deaths.	
  	
  

Caretaker	
  incapacity	
  due	
  to	
  substance	
  abuse	
  is	
  
oEen	
  noted	
  in	
  supervisory	
  failure	
  cases.	
  



Which	
  of	
  these	
  risk	
  factors	
  are	
  most	
  
useful	
  to	
  us	
  in	
  predic&on?	
  

•  It	
  helps	
  if	
  we	
  have	
  the	
  informa&on.	
  	
  For	
  example,	
  
if	
  we	
  have	
  an	
  address,	
  we	
  automa&cally	
  know	
  
who	
  lives	
  in	
  high	
  poverty	
  neighborhoods,	
  but	
  we	
  
don’t	
  have	
  Beck	
  Depression	
  Inventories	
  on	
  
everyone.	
  

•  The	
  best	
  predictors	
  will	
  apply	
  to	
  all	
  major	
  
mechanisms	
  of	
  maltreatment	
  

•  A	
  useful	
  indicator	
  will	
  have	
  high	
  predic&ve	
  power.	
  	
  
We	
  ideally	
  want	
  things	
  that	
  increase	
  risk	
  many-­‐
fold,	
  not	
  by	
  20%	
  or	
  even	
  50%.	
  



Useful	
  Indicator:	
  	
  Prior	
  Reports	
  
“Prior	
  behavior	
  is	
  the	
  best	
  predictor	
  of	
  future	
  behavior”	
  

About	
  a	
  third	
  of	
  fatally	
  maltreated	
  children	
  were	
  
previously	
  known	
  to	
  CPS.	
  	
  One	
  report	
  tracking	
  all	
  
deaths	
  among	
  previously	
  maltreated	
  children	
  found	
  
that	
  the	
  average	
  &me	
  between	
  the	
  reports	
  was	
  
found	
  to	
  be	
  about	
  nine	
  months	
  in	
  one	
  study.	
  	
  It	
  is	
  
clear,	
  however,	
  that	
  the	
  presence	
  of	
  prior	
  reports	
  
(sub’d	
  or	
  unsub’d)	
  is	
  a	
  very	
  strong	
  predictor	
  of	
  risk	
  
of	
  fatal	
  maltreatment	
  –	
  mul&plying	
  risk	
  by	
  as	
  much	
  
as	
  six	
  &mes	
  .	
  

(Putnam-­‐Hornstein,	
  2011;	
  Sheldon-­‐Sherman…	
  2013;	
  Jonson-­‐Reid…	
  2007)	
  



Useful	
  Indicator:	
  Socioeconomic	
  Status	
  

NIS	
  found	
  families	
  incomes	
  below	
  and	
  above	
  
$15,000	
  per	
  year	
  differed	
  by	
  more	
  than	
  five	
  
&mes	
  in	
  maltreatment	
  rates	
  (3x	
  for	
  physical,	
  7x	
  
for	
  neglect).	
  
NIS	
  does	
  not	
  report	
  out	
  fatali&es	
  due	
  to	
  small	
  
sample	
  size,	
  but	
  looking	
  at	
  their	
  appendices,	
  one	
  
can	
  see	
  that	
  the	
  effect	
  might	
  be	
  even	
  greater	
  for	
  
fatally	
  maltreated	
  children	
  (14	
  &mes	
  higher	
  for	
  
people	
  earning	
  less	
  than	
  $15,000).	
  

NIS-­‐4	
  Full	
  Report,	
  Appendices,	
  tables	
  B-­‐12	
  and	
  C-­‐12.	
  



Useful	
  Indicator:	
  Non-­‐CPS	
  “Prior	
  Reports”	
  
Why	
  must	
  “prior	
  reports”	
  just	
  be	
  CPS	
  reports?	
  

We	
  are	
  con&nually	
  told	
  that	
  many	
  of	
  these	
  children	
  
“fell	
  through	
  the	
  cracks”	
  and	
  are	
  known	
  to	
  different	
  
agencies	
  but	
  nobody	
  “put	
  the	
  pieces	
  together”.	
  	
  It	
  
would	
  unques&onably	
  increase	
  our	
  ability	
  to	
  
understand/predict	
  fatal	
  child	
  abuse	
  if	
  we	
  were	
  able	
  
to	
  consider	
  the	
  broad	
  range	
  of	
  system	
  contacts	
  for	
  
families	
  (ER	
  visits,	
  Arrests,	
  etc…).	
  	
  This	
  would	
  allow	
  
us	
  to	
  use	
  the	
  “mul&problem	
  /	
  more	
  risk	
  factors”	
  
finding	
  which	
  emerges	
  consistently	
  in	
  the	
  literature	
  
preventa&vely.	
  



Sugges&ons	
  for	
  Preven&on	
  
(many	
  of	
  these	
  sugges7ons	
  are	
  adapted	
  from	
  the	
  work	
  of	
  others…)	
  

Speed	
  maUers.	
  	
  Any	
  useful	
  system	
  needs	
  to	
  get	
  to	
  very	
  young	
  kids	
  with	
  socially	
  
isolated	
  parents.	
  

Data	
  are	
  underused:	
  	
  Informa&on	
  from	
  child	
  welfare	
  and	
  other	
  systems	
  should	
  be	
  
combined	
  and	
  accessed	
  in	
  real	
  &me.	
  	
  See	
  “Birth	
  Match”	
  programs	
  as	
  one	
  poten&al	
  
example.	
  At	
  a	
  minimum,	
  thought	
  should	
  be	
  given	
  to	
  combining	
  child	
  protec&on,	
  
Emergency	
  Room	
  and	
  other	
  key	
  datasets.	
  

Genng	
  voluntary	
  services	
  to	
  young,	
  mul&ple	
  risk	
  families	
  is	
  a	
  good	
  idea.	
  	
  Not	
  only	
  for	
  
the	
  value	
  such	
  services	
  may	
  provide,	
  but	
  because	
  they	
  get	
  “early	
  eyes”	
  on	
  these	
  
families.	
  	
  Some	
  states	
  are	
  experimen&ng	
  with	
  voluntary	
  preventa&ve	
  programs	
  to	
  help	
  
provide	
  non-­‐coercive,	
  non-­‐incident	
  based	
  protec&on	
  to	
  children.	
  	
  Ideally,	
  some	
  clients	
  
will	
  be	
  iden&fied	
  through	
  cross-­‐sector	
  administra&ve	
  data	
  systems	
  which	
  can	
  iden&fy	
  
high	
  risk	
  families	
  (e.g.	
  families	
  with	
  prior	
  CPS	
  reports	
  and/or	
  several	
  ER	
  visits,	
  and/or	
  
and	
  recent	
  criminal	
  history	
  and/or	
  recent	
  severance	
  of	
  income	
  maintenance…)	
  

(See	
  Sheldon-­‐Sherman…	
  2013	
  for	
  more	
  comprehensive	
  list	
  of	
  sugges7ons)	
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Fatal Child Abuse Epidemiology 
in Comparison to other Child 

Maltreatment 
Desmond K. Runyan, MD, DrPH 

the Kempe Center and the University 
of Colorado School of Medicine 



Epidemiology of Physical Abuse By Parental Self-
Report 

•  Rate    260-430/100,000 children   
•  Peak age    9-12 years 
•  Child Gender   61% Female 
•  Oldest or Only child  unknown 
•  Peak Maternal age  20-25 years 
•  Marital status   unmarried 
•  Single parents   Higher risk 
•  Income    Little relationship in NC 

» Stronger in Colorado 

1 Theodore A, Chang JJ, Runyan, DK, et al.  
Pediatrics 2005: e331 - e337  
Runyan D, et al Raising Colorado (Unpublished data) 



Epidemiology of Reported Non-Fatal Physical Abuse 

•  Rate    3.2/100,000 children 
•  Peak age    Median 6.3 Yrs  
•  Gender    51% Female 
•  Oldest or Only child  31% 
•  Maternal age   20-25 years 
•  Marital status   unmarried 
•  Single parents   lower risk 

Douglas & Mohn. Child Abuse & Neglect 2014 



Epidemiology of Fatal Child Physical Abuse 

•  Rate    2.08/100,000 abuse or neglect 
•  Peak age     57% below age 3 
•  Gender     40% Female 
•  Oldest or Only child   31% 
•  Maternal age    Mean 29 years 
•  Unmarried with partner   higher risk    

•  Single parents    lower risk   

Douglas & Mohn. Child Abuse & Neglect 2014 



 Percent parental self-report of harsh 
punishment (abuse?) 

Correlation 
(years of 
maternal 
education  
& % harsh 
punishment)  
= -0.734 

Runyan et al. International Variation in Harsh Discipline Pediatrics 2011 



Lessons from My “Shaken Baby” Work 

•  Overall rate of Abusive Head Trauma similar in 
civilian and military pops. 
– Enlisted men at 12 times higher risk than 

officers 
– Highest risk in dual military enlisted homes 
– Stress of deployment and stress from 

disasters both increase risk 
•  No change in rates of hospitalization seen with 

parent education programs 



Observations 
•  As severity increases the proportion of girls is 

lower 
•  As severity increases so do % male perpetrators 
•  Male victims with male perpetrators likely reflects 

the gendered nature of discipline 
•  Public health model of Host-Agent- Environment 

interaction supported 
•  Global perspective: girls education and delayed 

childbearing is protective  
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QuesDons	
  of	
  concern	
  

•  In	
  what	
  ways	
  are	
  currently	
  available	
  
naDonal	
  data	
  on	
  child	
  maltreatment	
  useful	
  
to	
  inform	
  our	
  understanding	
  of	
  eDology?	
  

•  Can	
  these	
  data	
  be	
  translated	
  into	
  insights	
  
that	
  are	
  useful	
  for	
  policy	
  and	
  in	
  what	
  
contexts?	
  

•  What	
  are	
  the	
  limitaDons	
  of	
  the	
  data?	
  



Current	
  Primary	
  Sources	
  of	
  NaDonal	
  
Maltreatment	
  Fatality	
  Data	
  and	
  Some	
  

LimitaDons	
  
•  NaDonal	
  Child	
  Abuse	
  and	
  Neglect	
  Data	
  System	
  

–  Case	
  level	
  data	
  from	
  CPS	
  
–  Aggregate	
  data	
  from	
  sources	
  other	
  than	
  CPS	
  
–  Limita8ons	
  

•  Dependent	
  on	
  varied	
  data	
  collec8on	
  and	
  child	
  protec8on	
  policies	
  (state	
  
and	
  local),	
  defini8ons,	
  and	
  systems	
  

•  Limited	
  to	
  events	
  defined	
  as	
  in	
  scope	
  for	
  maltreatment	
  
•  A	
  range	
  of	
  maltreatment	
  fatali8es	
  may	
  not	
  be	
  counted	
  

•  Centers	
  for	
  Disease	
  Control	
  
–  Based	
  on	
  Interna8onal	
  Disease	
  Codes	
  (ICD)	
  Connected	
  with	
  Death	
  

Registries	
  (ICD	
  9	
  &	
  ICD	
  10)	
  
–  Maltreatment	
  Related	
  Violent	
  Injury	
  	
  
–  Limita8ons	
  

•  Does	
  not	
  include	
  neglect	
  
•  Broad	
  sets	
  of	
  condi8ons	
  that	
  may	
  or	
  may	
  not	
  reflect	
  maltreatment	
  



Trends	
  in	
  Child	
  Maltreatment	
  
Related	
  Fatali8es	
  	
  

Our	
  current	
  approaches	
  to	
  
addressing	
  maltreatment	
  

fatali8es	
  are	
  not	
  improving	
  the	
  
situa8on	
  for	
  children	
  



NCANDS	
  Trends	
  (2000-­‐2012)	
  

•  Both	
  Aggregate	
  and	
  Case	
  Level	
  Data	
  
•  State	
  Level	
  Data	
  
•  Trend	
  Rates	
  per	
  100	
  Thousand	
  
•  Trends	
  in	
  DeviaDon	
  from	
  Thirteen	
  Year	
  
Average	
  Rate	
  

•  Acknowledgement:	
  MaZhew	
  Nalty,	
  Kempe	
  Center	
  







The	
  Lancet	
  –	
  9.12.11	
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Trends	
  in	
  child	
  maltreatment	
  are	
  of	
  great	
  importance	
  for	
  
children	
  and	
  their	
  families,	
  prac88oners,	
  and	
  policy	
  makers.	
  In	
  
high	
  income	
  countries	
  policy	
  and	
  prac8ce	
  thresholds	
  for	
  child	
  
maltreatment	
  decisions	
  shiT	
  making	
  trends,	
  posi8ve	
  or	
  
nega8ve,	
  difficult	
  to	
  discern	
  and	
  interpret.	
  
•  What	
  can	
  be	
  understood	
  about	
  these	
  trends	
  by	
  using	
  mul8ple	
  

indicators?	
  	
  
•  What	
  can	
  we	
  learn	
  about	
  child	
  protec8on	
  policy	
  by	
  looking	
  at	
  trends	
  

across	
  several	
  countries	
  facing	
  similar	
  challenges?	
  
•  Can	
  the	
  use	
  of	
  consistent	
  enumera8on	
  methods	
  help	
  to	
  elucidate	
  trends	
  

due	
  to	
  such	
  factors	
  as	
  occurrence,	
  policy,	
  and	
  case	
  mis,	
  and	
  random	
  
chance?	
  

Aim	
  of	
  the	
  Study	
  



!  6	
  countries/states	
  

!  Sweden,	
  England,	
  Western	
  Australia,	
  New	
  Zealand,	
  Manitoba	
  

(Canada),	
  USA	
  

!  3	
  types	
  of	
  indicators	
  –	
  children	
  <	
  11yr	
  
!  Violent	
  death	
  	
  

!  Maltreatment-­‐related	
  injury	
  admission	
  

!  Child	
  protec8on	
  contacts	
  (no8fica8on,	
  inves8ga8on,	
  
substan8a8on,	
  neglect,	
  physical	
  abuse,	
  out	
  of	
  home	
  care	
  

(children	
  not	
  episodes)	
  

Focus of the Study 



Violent	
  Death	
  Indicator	
  

•  ICD	
  9	
  and	
  10	
  Codes	
  
•  Sourced	
  from	
  the	
  World	
  Health	
  OrganizaDon	
  
(CDC	
  is	
  the	
  Source	
  in	
  the	
  US)	
  

•  Violent	
  death	
  -­‐	
  Due	
  to	
  homicide,	
  inflicted	
  
injury,	
  or	
  injury	
  of	
  undetermined	
  intent.	
  
Relates	
  to	
  physical	
  abuse	
  or	
  assault.	
  Violence	
  
may	
  be	
  perpetrated	
  by	
  carers	
  (therefore	
  
physical	
  abuse).	
  If	
  perpetrated	
  by	
  other	
  adults	
  
or	
  children	
  violent	
  death	
  can,	
  but	
  not	
  always,	
  
reflect	
  inadequate	
  supervision	
  (neglect).	
  

12	
  



US	
  Data	
  Under	
  Age	
  1	
  

13	
  

Violent	
  Deaths	
  (WHO)	
  

	
  	
  Officially	
  Recognized	
  Maltreatment(CPS)	
  
InvesDgaDons(CPS)	
  

	
  Neglect	
  (CPS)	
  

	
  Physical	
  Abuse	
  (CPS)	
  	
  

Maltreatment	
  Syndrome	
  or	
  Assault	
  (HCUP,	
  KID)	
  

Maltreatment-­‐related	
  Injury	
  Admissions	
  (HCUP,	
  KID)	
  



US	
  Data	
  Ages	
  1-­‐10	
  

14	
  

Violent	
  Deaths	
  (WHO)	
  

	
  	
  Officially	
  Recognized	
  Maltreatment(CPS)	
  
InvesDgaDons(CPS)	
  

	
  Neglect	
  (CPS)	
  

	
  Physical	
  Abuse	
  (CPS)	
  	
  

Maltreatment	
  Syndrome	
  or	
  Assault	
  (HCUP,	
  KID)	
  

Maltreatment-­‐related	
  Injury	
  Admissions	
  (HCUP,	
  KID)	
  



Interna8onal	
  comparisons	
  for	
  
maltreatment	
  related	
  fatali8es	
  
indicate	
  children	
  in	
  the	
  US	
  are	
  at	
  
great	
  risk	
  compared	
  to	
  other	
  High	
  
Income	
  Countries	
  (HIC).	
  



Rate	
  RaDos	
  



Does	
  residency	
  in	
  the	
  US	
  consDtute	
  a	
  type	
  of	
  
risk	
  factor	
  for	
  maltreatment	
  fatality?	
  	
  

•  ImplicaDons:	
  
–  PrevenDon	
  is	
  key,	
  public	
  health	
  strategies	
  seem	
  best	
  
poised	
  to	
  realize	
  reducDons	
  in	
  maltreatment	
  fataliDes	
  
as	
  other	
  approaches	
  do	
  not	
  appear	
  to	
  have	
  worked	
  

–  The	
  experience	
  of	
  other	
  countries	
  indicates	
  that	
  
maltreatment	
  related	
  fataliDes	
  can	
  be	
  reduced,	
  so	
  we	
  
should	
  be	
  able	
  to	
  improve	
  as	
  well	
  

•  A	
  dilemma:	
  
–  	
  Can	
  we	
  develop	
  effecDve	
  public	
  health	
  strategies	
  to	
  
reduce	
  maltreatment	
  fataliDes	
  in	
  the	
  US	
  in	
  ways	
  that	
  
are	
  consistent	
  with	
  our	
  values,	
  or	
  where	
  our	
  values	
  are	
  
not	
  in	
  conflict?	
  	
  

–  A	
  few	
  ideas	
  



Summing	
  Up	
  
•  Measurement	
  of	
  maltreatment	
  fatality	
  
–  Consistent	
  with	
  public	
  health	
  principles	
  	
  
– Guided	
  by	
  public	
  health	
  strategies,	
  and	
  definiDons	
  
that	
  are	
  relevant	
  for	
  these	
  strategies	
  

– Other	
  needs	
  for	
  fatality	
  data,	
  while	
  important,	
  are	
  
less	
  helpful	
  at	
  state	
  and	
  naDonal	
  levels	
  in	
  creaDng	
  
condiDons	
  for	
  fatality	
  reducDon	
  

•  US	
  values	
  as	
  Barriers	
  and	
  OpportuniDes	
  
–  IdenDfy	
  short	
  term	
  strategies	
  that	
  are	
  value	
  
neutral	
  

–  Consider	
  long	
  term	
  strategies	
  that	
  address	
  values	
  



Nurse 
Family Partnership 

David Olds, PhD 

September 22, 2014 



Baltimore, 1970 



NURSE FAMILY 
PARTNERSHIP 

•  Prenatal and infancy 
home visiting by nurses 

•  Focused on low-income 
mothers with no previous 
live births 

•  Clarity in goals, 
objectives, and methods 

•  Activates and supports 
parents’ instincts to 
protect their children 

•  Strengths-based 



NURSE FAMILY 
PARTNERSHIP’S 
THREE GOALS 

1.  Improve pregnancy 
outcomes 

2.  Improve child health and 
development 

3.  Improve parents’ health 
and economic self-
sufficiency 



TRIALS OF PROGRAM 

•  Low-income 
whites 

•  Semi-rural 

•  Low-income  
 blacks 

•  Urban 

•  Large portion of 
Latino families 

•  Nurse  versus 
paraprofessional 
visitors 

Elmira, NY 
1977 

N = 400 

Memphis, TN 
1987 

N = 1,138 and N=743 

Denver, CO 
1994 

N = 735 



CONSISTENT RESULTS 
ACROSS TRIALS 

!  Prenatal health  

!  Children’s injuries 
!  Children’s language and school readiness 

(low resource mothers) 

!  Children’s behavioral problems 

!  Children’s depression/anxiety 

!  Children’s substance use 
!  Maternal Impairment due to substance use 

!  Short inter-birth intervals 

!  Maternal employment  

!  Welfare & food stamp use 



Indicated Cases of Child Abuse and Neglect 
0 to 15 Years - Elmira 

*P= .03                    JAMA, 1997;278:637-643 



Maltreatment Reports Involving the Study Child by 
Treatment Status and Domestic Violence 

Simultaneous 
Region of Treatment 
Differences  
(p < .05) 

JAMA, 2000; 284: 1385-1391 



Memphis Program Effects on Childhood 
Injuries (0 - 2 Years) 

!  23% Reduction in Health-
Care Encounters for Injuries 
& Ingestions 

!  80% Reduction in Days 
Hospitalized for Injuries & 
Ingestions 

                  JAMA 1997; 278: 644-652. 



Diagnosis for Hospitalization in which 
Injuries and Ingestions Were Detected 

Nurse-Visited (n=204) 

      Age   Length 
     (in months)   of Stay 

!    Burns (10 & 20 to face)   12.0       2 
!    Coin Ingestion    12.1       1 
!      Ingestion of Iron Medication  20.4       4 

    
JAMA 1997; 278: 644-652. 



Diagnosis for Hospitalization in which Injuries and 
Ingestions Were Detected - Comparison (n=453) 

                Age                       Length 
            (in months)                of Stay 

!    Head Trauma       2.4        1 
!    Fractured Fibula/Congenital Syphilis    2.4       12 
!     Strangulated Hemia with Delay in Seeking 
!      Care/ Burns (10 to lips)     3.5       15 
!    Bilateral Subdural Hematoma     4.9       19 
!    Fractured Skull      5.2        5 
!     Bilateral Subdural Hematoma (Unresolved)/ 
       Aseptic Meningitis - 2nd hospitalization   5.3        4 
!     Fractured Skull      7.8        3 
!    Coin Ingestion     10.9        2 
!     Child Abuse Neglect Suspected   14.6        2 
!    Fractured Tibia     14.8        2 
!    Burns (20 face/neck)     15.1        5 
!    Burns (20 & 30 bilateral leg)    19.6        4 
!    Gastroenteritis/Head Trauma    20.0        3 
!    Burns (splinting/grafting) - 2nd hospitalization  20.1        6 
!    Finger Injury/Osteomyelitis    23.0        6 

   
    



* Sudden Infant Death Syndrome, injury, homicide          (T2 vs. T4 p=.02)         JAMAPEDIATRICS.2014.472.pages E1-E7.July 7, 2014 

Survival plots for intervention and control 
children - preventable causes of death* 



Survival plots for intervention and control 
mothers – all causes of death 

(T1+T2 vs. T3 p=.007;  T1+T2 vs. T4 p=.19;   T1+T2 vs. T3+T4 p=.008)         JAMAPEDIATRICS.2014.472.pages E1-E7.July 7, 2014 



!  Support Organizational and 
Community Capacity 

!  Education and Consultation 

!  Program Guidelines 

!  Information System 

!  Assessing Program 
Performance 

!  Continuous Improvement 

FROM SCIENCE TO 
PRACTICE 





Domes&c	
  Violence	
  Perpetra&on:	
  
A	
  Risk	
  Factor	
  for	
  Child	
  Fatali&es	
  

Elizabeth	
  Collins	
  
ecollins@ccadv.org	
  



&ny.cc/CPSGuide	
  





Child	
  exposure	
  to	
  domes&c	
  
violence	
  has	
  an	
  es&mated	
  
40%	
  rate	
  of	
  co-­‐occurrence	
  
with	
  child	
  maltreatment,	
  
according	
  to	
  a	
  meta-­‐analysis	
  
of	
  30	
  studies.	
  

Edleson,	
  Jeffrey	
  L.,	
  Mbilinyi,	
  Lyungai	
  F.,	
  SheSy,	
  Sudha.	
  (2003).	
  Paren&ng	
  
in	
  the	
  Context	
  of	
  Domes&c	
  Violence.	
  San	
  Francisco:	
  Judicial	
  Council	
  of	
  
California,	
  Administra&ve	
  Office	
  of	
  the	
  Courts,	
  Center	
  for	
  Families,	
  
Children	
  &	
  the	
  Courts,	
  Page	
  1.	
  	
  
Available	
  at	
  hSp://www.cour&nfo.ca.gov/programs/cfcc/resources/
publica&ons.	
  



Domes&c	
  
Violence	
  	
  
39.7%	
  

in	
  CO	
  	
  

2013	
  Child	
  Maltreatment	
  Fatality	
  Review	
  Report	
  	
  
Issued	
  July	
  1,	
  2014	
  by	
  the	
  Colorado	
  Department	
  of	
  Human	
  Services’	
  Child	
  Fatality	
  Review	
  Team	
  



•  “Na&onally,	
  	
  
–  6.3%	
  of	
  child	
  maltreatment	
  fatali&es	
  involved	
  alcohol	
  abuse	
  as	
  a	
  

risk	
  factor,	
  	
  
–  while	
  20.1%	
  involved	
  domes&c	
  violence,	
  	
  
–  and	
  17.3%	
  involved	
  drug	
  abuse.”	
  

In	
  Colorado	
  17.4%	
  of	
  substan&ated	
  fatali&es	
  occurred	
  in	
  families	
  
with	
  domes&c	
  violence	
  perpetra&on.	
  

2013	
  Child	
  Maltreatment	
  Fatality	
  Review	
  Report	
  	
  
Issued	
  July	
  1,	
  2014	
  by	
  the	
  Colorado	
  Department	
  of	
  Human	
  Services’	
  	
  

Child	
  Fatality	
  Review	
  Team	
  

Retrieved	
  from:	
  	
  
hSp://www.colorado.gov/cs/Satellite?c=Document_C&childpagename=CDHS-­‐Emp
%2FDocument_C%2FCBONAddLinkView&cid=1251654864525&pagename=CBONWrapper	
  



Susan	
  Blumenfeld,	
  MSW,	
  LCSW	
  	
  	
  	
  www.na&onalcenterdvtraumamh.org	
  	
  



Coloca&on	
  of	
  Advocates	
  from	
  	
  
An&-­‐Domes&c	
  Violence	
  Organiza&ons	
  











Addressing	
  Child	
  Maltreatment	
  	
  
and	
  Domes&c	
  Violence	
  



commonac&on.blogspot.com/2012/12/conscien&za&on-­‐in-­‐my-­‐life.html	
  

























Growing and Cultivating 
Presence of: 
! Growing/Processing Rooms 
! Hash Oil Labs 

Hazards: 
! Electrical /Chemical 
! Air Quality/Mold & Fungus 
! THC 

Dealing and Trafficking 
Presence of: 
! Weapons/Money/Packaging 
! Paranoia 

Exposure to: 
! Potential for Violence/Burglary 
! Organized Crime 
! Unpredictable Environment 
! Unknown Adults 



•  4-5% of women use marijuana during pregnancy (estimates 
range from 2.5 to 27%) 

•  60% of cannabis users continued to use ~10 joints/week 
throughout pregnancy (60-70% of the level of use the year 
before) 

•  Many women reporting cannabis use for nausea and vomiting 
during pregnancy 





Substance           1st tri           2nd tri          3rd tri 

  (past mo)               (National Prevalence) 
Any Illicit             8.5%             3.2%            2.3% 
Alcohol               20.4%            6.5%            3.5% 

Binge Alc            11.9%            0.9%            0.8% 
Cigarettes           22.4%           12.6%          11.6% 

Results from the 2007 National Survey on Drug Use and Health 



      Illicit drug use in pregnancy by age  
            (national prevalence) 

                    15-17     18-25      26-44 

     2008-09      15.8 %       7.1%        2.3% 
2012-13      14.6%        8.6%        3.2% 

















Gardner, S. & Young. N., National Center on Substance Abuse and Child Welfare 

Prenatal 

Birth 

Post-
Natal 

Throughout 
Childhood 

Pre-
pregnancy 





























El Paso County Commissioner Sallie Clark 
4th Judicial District Attorney Dan May 

1 



! Started after 10 child fatalities due to abuse or 
neglect in El Paso County in 2011 

! Goal: to not see one 
more child die due to 
abuse or neglect in El 
Paso County 

2 



! Total = 10 
! 6 younger than 1 year old 
! 4 between 1 and 5 years old 
! 7 Abusive Head Trauma 
! 7 Military Families 

•  4 perpetrator Active Duty Military 
•  3 perpetrator Non-Active Duty Military 

3 



! Total = 3 
! 2 younger than 1 year old 
! 1 between 1 and 5 years old 
! 2 Abusive Head Trauma (1 born in EPC) 

! 1 Military Family 
•  1 perpetrator Active Duty Military 

4 



! Total = 4 
! 1 younger than 1 year old 
! 3 between 1 and 5 years old 
! 0 Abusive Head Trauma 
! 1 Military Family 

•  Both parents found at fault 

5 



! Total through Sept. 15 = 1 
! 1 between 1 and 5 years old 
! 1 Abusive Head Trauma (0 born in EPC) 

! 0 Military Families 

6 



0 

2 

4 

6 

8 

10 

12 

2008 2009 2010 2011 2012 2013 2014 (thru 
9/18) 

Number of Fatalities by Year 

7 



! Department of Human Services 
! DA’s Office 
! Law Enforcement 
! Public Health 
! Military 
! Hospitals  
! Non-Profits 
! Media 
! Emergency Services 
! Faith Based Community 

8 



! Communications 
! Data 
! Faith Based Community 
! First Responders 
! Hotline 
! Medical Community 
! Military 

9 



!  Created 30 minute positive parenting video to show 
in waiting rooms throughout the community 

!  Created public service announcements and 
negotiated for free air time on TV and radio  

!  Contribute monthly articles in Pikes Peak Parent 
Magazine 

!  Created Community Cards 

!  Not One More Child Website 

!  Generate positive media coverage 

10 



!  Developed maps that 
plot referrals, 
assessments, founded 
allegations and fatalities 

!  Developed El Paso 
County Child 
Maltreatment Indicators 
Summary  with statistics 
from 2007 through 2011 

11 



! Through Hope and Home created the 
Kyndra’s Hope Program creating 
awareness and  providing prevention 
resources in the faith-based 
community  

! Created the Kyndra’s Hope Film 

! Developed the Kyndra’s Hope website 

12 



! Created a three 15 minute videos on the 
Who, What, When, Where, Why and How 
of Child Abuse 

! The presentation is also given live by 
committee members to various groups 

13 



! Updates current resources for parents in 
local 2-1-1 database 

! Identified 1-800-4-A-CHILD as an 
excellent resource with counselors 
available 24 hours a day 7 days a week 

14 



! All hospitals in El Paso County (Memorial, 
Penrose St. Francis and Evans Army Hospital) 
now have abusive head trauma education before 
parents leave with their new baby 

! At Memorial Hospital in 2012 abusive head 
trauma rates were down 75% from pre-program 
rates 

! Advanced education at Peak Vista Community 
Health Centers (serving low-income population) 

! Developed magnets with tips for selecting a safe 
caregiver 

15 



! Boot Camp for New Dads 
! Boot Camp Train the Trainer 
! Layette program 
! Abusive Head Trauma presentations 
! New Parent Support Program fully staffed 
! Pregnancy PT (physical training) changes 
! Increase in Parenting Programs 
! Parenting support provided at 

Reintegration 
! EXCELLENT COMMAND SUPPORT!!!!! 

16 



! All hospitals educating new parents on 
abusive head trauma 

! All military installations offering 
education and support to new parents 

17 



Mom	
  	
  
•  Late	
  to	
  prenatal	
  care	
  	
  
•  Did	
  not	
  complete	
  high	
  

school	
  

•  Single	
  Mother	
  

Child	
  	
  
•  Low	
  birth	
  weight,	
  born	
  at	
  

32	
  weeks	
  



Mother	
  
•  Has	
  a	
  suppor>ve	
  mother	
  
•  Obtains	
  employment	
  

•  Visit	
  pediatrician	
  regularly	
  

Child	
  
•  Briefly	
  receives	
  and	
  then	
  graduates	
  

EI	
  services	
  

•  School-­‐ready	
  by	
  age	
  5	
  
•  Some	
  decline	
  in	
  school	
  performance	
  

at	
  age	
  10	
  



Child	
  

•  Only	
  three	
  visits	
  to	
  pediatrician,	
  last	
  
at	
  8	
  months	
  

•  Diagnosed	
  with	
  FTT	
  at	
  8	
  	
  month	
  visit	
  

•  Dies	
  at	
  2	
  ½	
  years,	
  weighing	
  18	
  lbs	
  



Child	
  

•  Has	
  5	
  visits	
  to	
  different	
  emergency	
  
rooms	
  for	
  injuries	
  

•  ED	
  visits	
  never	
  reported	
  to	
  primary	
  
care	
  office	
  

•  Had	
  some	
  no-­‐shows	
  to	
  primary	
  
care,	
  but	
  minimal	
  vaccine	
  delay	
  

•  Dies	
  at	
  18	
  months	
  due	
  to	
  abusive	
  
head	
  injury	
  



Injury	
  Visit	
  Rates	
  for	
  Selected	
  Categories	
  of	
  Injury 

Matone M, O’Reilly A, Luan X, Localio R, Rubin D. Emergency department visits and hospitalizations for injuries among infants and children following statewide 
implementation of a home visitation model. Maternal and Child Health Journal. Published online December 2, 2011.  



Mother	
  

•  Enrolled	
  in	
  a	
  home	
  visita>on	
  program	
  

•  Re-­‐entered	
  a	
  GED	
  program	
  

•  Receiving	
  WIC	
  

Child	
  

•  Born	
  to	
  mother	
  with	
  history	
  of	
  
substance	
  abuse	
  

•  AdmiXed	
  to	
  ICU	
  with	
  shaken-­‐baby	
  
syndrome	
  at	
  9	
  months	
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